Background: Spontaneous isolated dissection of the posterior inferior cerebellar artery (PICA) is rare and presents with variable clinical course and prognosis. We report a case of spontaneous isolated PICA dissection presenting with lateral medullary infarction. Case Report: A 57-year-old female patient presented with right leg ataxia, headache, nausea and vomiting with a past medical history of hypertension. Neurological examination revealed right leg ataxia and left-side sensory change with right ptosis and miosis. The brain magnetic resonance imaging and magnetic resonance angiography showed an acute infarction in the right lateral medulla with abrupt luminal stenosis and subtle dilatation of the proximal segment of the right PICA. Transfemoral cerebral angiography showed an abrupt segmental stenosis of the right proximal PICA with a pre-stenotic fusiform dilatation, suggestive of dissection. The patient had a good clinical outcome with antiplatelet therapy. Conclusion: We report a rare case of spontaneous isolated PICA dissection with lateral medullary infarction. J Neurocrit Care 2014;7(2):137-140
INTRODUCTION
Spontaneous isolated dissection of the posterior inferior cerebellar artery (PICA) occurs rarely, because most PICA dissection occur secondarily to an extension of the vertebral artery dissection. [1] [2] [3] [4] The PICA is the largest branch of the vertebral artery and has many variations. Therefore, PICA dissection presents with variable clinical courses and prognosis. Clinical manifestations may be ischemic, hemorrhagic or both, depending on the dissecting plane. However, most of the reported cases presented with subarachnoid hemorrhage or intraventricular hemorrhage. [1] [2] [3] Here,
we report a case of spontaneous isolated PICA dissection presenting with lateral medullary infarction.
CASE REPORT
A 57-year-old female patient presented with right leg ataxia, starting 10 hours ago. She also complained of dull headache in the right parieto-temporal area combined with nausea and vomiting, which was started 14-15 hours ago. There were no other symptoms such as weakness, sensory change or diplopia. She had a past medical history of hypertension on medication for 2-3 years. She had no previous history of diabetes mellitus, cerebrovascular attack, heart disease or trauma. On initial neurological examination, there was no motor weakness, but decreased sensations of pain and temperature were observed on the left extremities. Ataxia in the right leg and slightly hyperactive right knee jerk were also observed. One day after admission, right ptosis and miosis were developed without ipsilateral anhidrosis. There were no diplopia, gaze palsy, nystagmus and dysarthria.
Routine blood tests were unremarkable. The brain magnetic resonance imaging (MRI) was performed 2 days after the onset of symptoms and showed an acute infarction in the right lateral medulla (Fig. 1A) . (Fig. 1D ). Since 10 days had passed after dissection, a procedure-related risk from stent insertion or stent-assisted coil embolization was thought to be larger than a rupture risk. Therefore, we decided on a conservative management with antiplatelet therapy and The patient's headache subsided 10 days later and the ataxia of the right leg improved enough that she was able to walk by herself. The patient was discharged with mild right ptosis and left leg sensory change. There were no changes on the follow-up TFCA 4 weeks after the onset of symptoms. There were also no changes on the brain computed tomography angiography (CTA) 4 months and 10 months after onset (Fig. 1E, 1F ) and nearly all neurologic deficits of the patient were disappeared. So, the patient was planned to have a regular outpatient-based follow-up with antiplatelet therapy 6 months later.
DISCUSSION
There have been few case reports on isolated PICA dis- 
